Abstract: Health-seeking patterns of persons with tuberculosis (TB) before reporting at the Directly Observed Treatment Short-course (DOTS) clinic for diagnosis and treatment were analysed. A total of 221 persons registered in the DOTS programme in 12 randomly selected rural and urban Local Government Areas in southern Nigeria were interviewed using a semi-structured questionnaire. Perceived causes of TB influenced first choice of treatment. Patients re-evaluated initial choices and shop for alternatives in persistent TB. Chemists were the first port of call for most patients. Those with unscientific causative theories of tuberculosis such as witchcraft engaged more in multiple health-seeking than those who indicated bacterial infection (P< 0.0001). The respondents had a median diagnostic-delay of 90 days. Delay in commencement of DOTS treatment was attributable to ignorance among patients and poor attitude of health workers. In conclusion, delay exists between recognition of symptoms and initiation of treatment in DOTS clinics partly because of ignorance among patients. Health workers' attitude to patients reporting at health clinics also discouraged the use of DOTS facilities. Consequently, it is recommended to address such delay through social mobilization of communities and through engaging Chemists in TB service delivery in this area.
Introduction
Nigeria experienced upsurge of tuberculosis (TB) cases over the past decade. In 2003, there were 44,184 notifications across the country (WHO, 2005) , as compared to an estimated 362,819 new cases. The World Health Organization in its 2007 report estimates TB prevalence in Nigeria to be 536 per 100,000 populations (WHO, 2007) . The Nigeria National Programme has adopted the WHO recommended strategy as enshrined in the expanded Directly Observed Treatment Shortcourse (DOTS) strategy. However, a considerable proportion of the Nigerian population lives in areas still not covered by the DOTS services. In 2005 the DOTS coverage in Nigeria was estimated at 65% (WHO, 2007) .
Many people with tuberculosis first adopt other approaches before consulting a healthcare facility (Pathania et al., 1997) . A process of multiple health-seeking that Auer et al. (2000) call 'shopping' for diagnosis and treatment therapy, often delays diagnosis and treatment. Delays and alternative treatment increase the likelihood of developing multi-drug resistant TB, and involves costs to the same patients who were initially deterred by fear of paying for prolonged treatment (Nair et al., 1997) .
Personal experiences, perceived aetiology of the disease, stigma, beliefs and attitudes associated with TB are important in healthseeking behaviour. Focus Group Discussions in Vietnam revealed 4 perceptions of TB, each contributing to diagnosis delays, to stigma and isolation of patients and their families (Long et al., 1999) . Choice of treatment could depend on the availability of money, and various health care providers (Segar, 1997) . Decisions are often influenced by 'significant others' or lay referral groups. Problems arise when health workers and programme managers fail to consider social and behavioural factors in programme design (Okeibunor et al., 1994/95) .
Many studies have addressed the factors that affect health-seeking in different sociocultural milieus. Poor perception of health problems, distance, cost of care and other reasons have been reported as reasons for delay in seeking care among tuberculosis patients in many parts of the world (Buu et al., 2003; Godfrey-Faussett et al., 2002; Baldwin et al., 2004; Needham et al., 1998) . Closely related to this is the attitude of health care providers. Labelling patient behaviour as 'ignorant/vicious', 'recalcitrant' and 'noncompliant' hindered the process of negotiation and accommodation within the doctor/patient relationship (Lerner, 1997) . Satisfaction with health services and social support led to better adherence (Barnhoon et al, 1992) . In other settings health workers' poor communication skills are known to lead to poor compliance of TB patients. For instance, health-seeking patterns among TB patients in Vietnam were attributable to the efficiency of health care providers (Lönnroth et al., 1999) . The authors blamed patient delay on the inability of health care providers to detect TB. In a recent study of Tainan City of Southern Taiwan, Chiang et al. (2005) noted that patient delay was shorter than health system delay. However, from a study of 298 patients in South Africa's rural Northern Province, Pronyk (2001) noted that total delay was shorter among those presenting to hospitals than those presenting to clinics.
While many factors may affect healthseeking, the realities of TB patients differ and this defines their practice. This study was carried out to assess and document the health-seeking patterns of persons with TB in southern Nigeria, using One-Sequential Decision and Action Model (OSDAM). The OSDAM sees the health-seeking in tuberculosis to be influenced not only by socialization and beliefs (e.g. perceived causes) about health problems as stated in the health belief model (HBM), but holds that the infected person is constantly evaluating his/her situation/ response and that further steps are based on this.
Materials and Methods

Study setting and population
The study focused on the DOTS programme in 14 States in southern Nigeria, assisted by the German Leprosy and TB Relief Association. The area has people with diverse cultural systems, beliefs and health-seeking practices. Each State is made up of local government areas (LGAs), which consist of communities with indigenous leadership. Each community is linked to a primary health care unit.
Akwa-Ibom, Enugu and Ogun States were randomly selected from the South-south, Southeast and Southwest geopolitical zones, respectively. After stratification into rural and urban, two LGAs with DOTS services were selected by balloting from each State stratum, giving 12 study LGAs. The 221 persons with tuberculosis, registered in the DOTS centres of these LGAs, within six months preceding the study were included in the study.
Data collection
A semi-structured questionnaire, which sought information on health-seeking patterns, was employed. The questionnaire was designed to collect data on the sequence of decision made during health seeking for TB as well as the revision of health seeking pattern following the evaluation of the previous decision. This is in line with OSDAM. In OSDAM, the health seeker takes the first step at health seeking in line with the HBM. HBM holds that people respond to illness conditions and seek health in line belief and perception of the illness and effective response pattern derived from earlier socialization. They however, progress to OSDAM when they begin to evaluate initial choices and take decisions on new steps. In OSDAM, applied to TB, therefore, people decide on mode of response, one at a time and based on evaluation results take another action until they arrive at the effective result (Okeibunor & Onyeneho, 2005) . The time it takes from recognition of symptoms and adoption of appropriate treatment is important to health programming because to the likely development of multiple drug resistance in the person. To shorten the time lag, one needs to understand the sequence of decision and evaluation of approaches in health seeking. This questionnaire was therefore designed to show the sequence.
Data analysis
Descriptive statistics were employed in characterizing the respondents. The sequence of decision and action in health seeking were carefully analysed and presented in a flow chart. Correlation analysis illustrated the relationship between socio-demographic characteristics of the respondents and their health-seeking practices. Analysis of Variance (ANOVA) tested the mean difference in number of health-seeking attempts patients made before coming to the DOTS clinic.
Results
A total of 221 patients were registered and interviewed. The mean age of the respondents was 35.4 years, with the majority within the age range of 25-39 years old. More than half (57.9%) of the respondents were married. Others were either single (35.7%), divorced/separated (1.8%) or widowed (4.5%). Christianity accounted for the most common religious affiliations. African traditional religion and free thinkers accounted for 1.4% and 0.5%, respectively. Of the 221 respondents, four went straight to the DOTS clinic. The remaining 217 took between one and six other options before reporting at the DOTS clinic ( Figure 1) . Chemist was the first response for 48% of the respondents in both the rural and urban communities (χ 2 = 10.948; P = 0.90). As the illness persisted 33% of the infected persons went to DOTS clinics. Alternatively, herbalists, hospitals and prayer houses were consulted. Chemists lost their prominence with the persistence of symptoms.
The number of attempts patients made outside DOTS system before registering for treatment in the clinic differed significantly with symptoms (Table 2) . Those who experienced cough of any type made more attempts outside the DOTS system than those with pains either in the chest or body. The 221 respondents had a median delay of about 90 days before joining the DOTS programme. 
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Advice to go for a medical check-up came mostly from relatives (43.4%). For 92% of the respondents, the worsening situation of the symptoms was one of the reasons to go for a check-up. In most cases (71%) a health practitioner was the first to actually suspect TB (Table 3) .
The most popular source of information on the existence of tuberculosis clinics was the family (36 %). Mass media such as radio, television and newspapers were least popular sources of information on tuberculosis DOTS clinics (Figure 2 ).
The maximum expenditure on seeking care outside the DOTS system was US$ 911, while the median was US$ 25. Most respondents spent around US$ 12. Advice to go for a medical check-up came mostly from relatives (43.4%). For 92% of the respondents, the worsening situation of the symptoms was one of the reasons to go for a check-up. In most cases (71%) a health practitioner was the first to actually suspect TB (Table 3) . 
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Advice to go for a medical check-up came mostly from relatives (43.4%). For 92% of the respondents, the worsening situation of the symptoms was one of the reasons to go for a check-up. In most cases (71%) a health practitioner was the first to actually suspect TB (Table 3) . The most popular source of information on the existence of tuberculosis clinics was the family (36 %). Mass media such as radio, television and newspapers were least popular sources of information on tuberculosis DOTS clinics (Figure 2 ). The most popular source of information on the existence of tuberculosis clinics was the family (36 %). Mass media such as radio, television and newspapers were least popular sources of information on tuberculosis DOTS clinics (Figure 2 ). 
Delayed health-seeking in DOTS clinic
Delayed in seeking healthcare from DOTS clinics was mainly because most respondents (43.4%) did not consider TB as a serious health problem. Other important reasons for delay included unwelcome attitudes of health workers and the tendency of the respondents to prefer alternative medicine (Table 4) . Others were to try other options (11%) or the fear for a "spiritual attack" (10%). For many, TB was "very serious" (86.9%) or "serious" (12.2%). A majority (57.0%) of the respondents thought that the infection could lead to death. 
Discussion
More than two-thirds of the respondents sought health in at least two other places before going to a DOTS centre. The risk of inappropriate treatment of TB, as a result of multiple healthseeking, is multi-drug resistance, the extent of which has not yet been ascertained in Nigeria.
A clear relationship was found between the perceived cause of TB and the tendency to engage in multiple health-seeking. Many people waited to ascertain the type of cough they had as well as the perceived cause of the cough (spiritual or rational). This caused a median treatment delay of about three months. The issues that come into play during decision making for the first port of call include perceived cost of treatment, the attitude of the health workers, beliefs, locality and household resources rationing. In this study, a quarter of the respondents mentioned the poor attitude of health workers as a reason for delay, which confirms earlier findings (Uplekar et al., 1998; Lerner, 1997) . The people visit Chemists and prayer houses before going to DOTS clinic. Cost of treatment was also identified as a factor defining the use of the DOTS clinics in the study area. These agree with findings from other studies (Olumuyiwa et al., 2004; Lwilla et al., 2003; Enwuru et al., 2002; Auer et al., 2000; Wandwalo & Mørkve, 2000; Marinac et al., 1998; Needham et al., 1998) .
This study revealed the importance of relatives in disseminating information on the DOTS clinics in the communities. Similarly, in a study in Tanzania it was observed that relatives play an important role as a reliable source of health information (Mboera et al., 2007) . If patients depend on information relatives give, there would be need to health educate and sensitize the community on the activities of the DOTS clinics.
This study has admittedly some limitations. First, we were only able to interview TB patients who eventually sought help at the DOTS centres. It is possible that their views do not reflect those of their counterparts who did not come to the clinics. However, given the multiple help-seeking pattern prevalent in the area and the similar responses elicited from community members, we do not believe that the results would be significantly different had we interviewed TB patients at other sites of care. Second, twelve LGAs included in the survey and the number of persons interviewed were rather too small to allow much generalization of the findings. Third, related to the issue of small sample size is the fact that the area is populated by diverse ethno-cultural groups with varying levels of "social vulnerability", some of whose views might not have been adequately represented by the respondents. Lastly, recall bias is always a possibility in studies such as this, which rely heavily on patients' memory, especially with respect to accuracy of onset of symptoms, timing and sequence of consultation with the various providers.
Our findings suggest that delay in seeking help at DOTS clinics in southern Nigeria is attributable to ignorance and misconceptions on the part of patients and shortcomings of the health service/providers, especially poor attitude of health workers. Community health education and sensitization could be recommended to address misconceptions about TB and create demand for DOTS in the communities. Social mobilization should target community members with the role for case detection and prompt reporting of suspected cases in the clinic. There is also the need for the TB programme to explore ways of engaging the ubiquitous Chemists in order to improve access to quality TB care in the area. As the first port of call for many TB patients, they could reduce the patient delay by referring suspected cases to DOTS clinic for prompt diagnosis and treatment. The attitude of health workers is another area to focus on through enhanced supervision, better working conditions and/or organized community participation in monitoring the programme. We recommend that more and larger studies exploring patient/ community perspectives be undertaken within the context of the NTP to improve acceptability and effectiveness of interventions.
